A Note upon the Significance of Unilateral Sero-mucous Catarrh of the Middle Ear in Persons over Middle Age.
By Sir WILLIAM MILLIGAN, M.D.
UNILATERAL sero-mucous catarrh of the middle ear in persons over iniddle age should always be regarded with suspicion. A diagnosis of simple catarrh is often made and is just as often wrong. Some incipient malignant process or syphilitic manifestation should always be thought of, and a guarded prognosis given.
In many cases malignant ulceration of the naso-pharyngeal mucosa or a malignant growth of the basi-sphenoid is discovered if careful rhinoscopic examination is made, or some syphilitic process is found to be the underlying factor in the case.
A careful rhinoscopic examination by mirror or naso-pharyngoscope should be made as a matter of routine in all such cases, as this frequently leads to important and far-reaching clinical discoveries.
DISCUSSION.
Mr. TILLEY: I wish to support emphatically what Sir William Milligan has said. In the last fifteen years I have seen eleven cases of endothelioma, of the nasopharynx; and one of the saddest of these I saw three years ago. The patient had seen two well-known aural surgeons in this country, and three on the Continent. He complained of deafness, which varied in degree, and he was told it was catarrhal deafness. One surgeon catheterized him every week for two months. I saw him rather late in his illness, when one nostril was blocked, and there was a bluish, congested-looking mass in the nasopharynx. It eventually invaded his skull, and he died of cerebral symptoms and in great pain. In these cases when the deafness has been present for a matter of weeks you generally find some difficulty in the movement of the levator palati on the same side; this is due to mechanical impairment rather than to a nerve lesion. Then follows anaesthesia of the second division of the fifth nerve, evidenced by loss of sensation on the outside of the lower jaw and over the lower portion of the cheek. This anaesthesia and the weakness of the levator palati are almost pathognomonic of the condition. If in such a case 100 mg. of radium are embedded for twelve hours, it is extraordinary how the condition will disappear. Last week I saw a man in whom the growth was as large as the end of one's thumb, and the patient could not blow down the right nasal fossa. Radium was embedded a month ago, and when I saw my patient last week no trace of the growth was to be seen; the nasal breathing was free, and the pain in the temporal region had disappeared.
Dr. DAN MCKENZIE: Possibly the reason why the case which Sir William Milligan referred to was overlooked by those who saw the patient earlier was that the growth was not then sufficiently large to be visible by the postrhinoscopic mirror, therefore, all cases of deafness should be examined with the naso-pharyngoscope as a matter of routine. Such a case as Sir William Milligan relates would not be missed by this means, even in the earliest stage.
Dr. JOBSON HORNE: I have always practised and taught a routine examination of the post-nasal space and of the posterior nares with a mirror wherever it is possible, in all cases of diseases of the ear, the nose, or the throat. The importance of that practice and of that teaching has been fully established not only by the clinical surprises from time to time observed and by the aids to diagnosis afforded, but also by the life-long calamities at times thereby prevented.
Mr. SYDNEY SCOTT: It is sometimes difficult to decide whether some cases of middle-ear catarrh are secondary to malignant disease or to syphilis. Last November I saw a patient at the National Hospital for Paralysis, who for six months previously had been treated at another hospital for unilateral middle ear catarrh and Eustachian obstruction. He then developed optic neuritis and paralysis of the left sixth and seventh cranial nerves. The left eighth cranial nerve was unaffected. In the nasopharynx was an ulcer which involved the infundibulum of the left Eustachian tube; it looked like malignant disease, but the nerve lesions pointed to syphilis. (I shall refer to this case more fully another time.) More recently I saw another patient whom I had examined three weeks previously, and found nerve-deafness in the right ear. During the interval he had awakened with loud tinnitus and great deafness in the left ear, which had been previously normal. I found the signs of nerve-deafness with great loss of bone-conduction and of high and low tones, but the left Eustachian tube was impervious even to bougies. His history of syphilitic infection was very definite; he had been treated intramuscularly with salvarsan two years ago, followed by a course of mercury for one and a half years. A week later I found the Eustachian obstruction had gone, the membrane returned to the normal, but the hearing was still worse. (February 18, 1916.) Cases illustrating Otogenic Facial Paralysis. By DAN MCKENZIE, M.D.
Case I: Post-operative Paralysis.-Male, aged 29, shown before this Section on October 12, 1912, after recovery from lateral sinus thrombosis and serous meningitis, for which translabyrinthine drainage
